Tuberculous infection is one of the rarest varieties.
Cullen records one case of an interstitial fibroid three inches in diameter which on section was of a putty-like consistence, and smears showed the presence of tubercle bacilli. Bole records a case of what he calls a diffuse myoma of the anterior wall, which was partly necrotic and proved on microscopic examination to be tuberculous. The "diffuse" nature of the tumour makes one dubious if this were not really an adenomyoma.
.It would therefore appear that the capsule of a fibroid, which renders it prone to degeneration, protects it in some measure from microbic infection, except in the special anatomical conditions mentioned.
If we keep these facts in mind, it is not surprising to find that, conversely, adenomyomata of the uterus, which are in the majority of cases diffuse and unencapsulated, and in which the glandular (endometrial) areas are usually more or less directly derived from the vascular uterine mucosa, should be comparatively immune from degenerations. On Five years before operation she experienced a feeling of weight in the pelvis and a tumour of the uterus was diagnosed, but the patient refused operation.
The monthly periods were regular and profuse but without any special pain. However, a year before operation the patient experienced increasing pain on micturition and ultimately difficulty in the evacuation of the bladder amounting to actual retention and necessitating catheterisation. This led her to submit to operation, and a uterine tumour the size of a child's head was removed by hysterectomy. On examination the tumour proved to be a diffuse adenomyoma, the glandular portions of which were here and there dilated into small cysts.
Close to the normal gland tissue in the lymph-adenoid stroma were " epithelioid tubercles" with multi-nucleated giant-cell systems. Some of these tubercles were caseating in the centre. 1 he tuberculous infection was present also in the endometrium and in the superficial portion of the muscular wall of the uterus, and Griinbaum remarks that in some places there existed, in close proximity to intact and healthy endometrium, areas riddled with tubercles degenerating to the extent of complete necrosis and caseation. The cornua and the interstitial portions of the tubes showed changes suggestive of adenomyoma (or of salpingitis isthmica nodosa), but no clear evidence of tuberculosis was to be found in any part of the tubes. Griinbaum draws attention to the fact that the tuberculosis was most advanced in the portion of the tumour furthest removed from the cavity of the uterus, and had produced widespread caseation in the peripheral layers which were evidently part of the adenomatous tumour.
The muscular tissue had suffered least from the tuberculosis. The tumours on the posterior wall have the structure of diffuse adenomyoma and are infiltrated with tuberculous nodules and giant-cell systems. The distribution of these appears to be mainly, but not exclusively, in the cellular mantle of the glandular elements (Fig. i) Here then is a uterus presenting simultaneously (1) two diffuse adenomyomatous tumours in its posterior wall, which are clearly of endometrial origin, and (2) disseminated tuberculous infection, alike of the endometrium, the muscular wall, the tumour growths, and certainly the left tube?possibly also the right. The question naturally arises whether the two conditions have more than a fortuitous association. The presence of glandular invasion in the cornua is of special interest in this connection, whether we interpret it as adenomyoma arising from the tubal epithelium, or as "salpingitis isthmica nodosa." The two conditions have a great deal in common, and, as is well known, the view was enunciated that adenomyoma, like so-called salpingitis isthmica nodosa, was of the nature of a reaction to a chronic infection of which tuberculosis was the type.
In regard to the present specimen, the first point to be 
